llinois Department of Public Health

PRINTED: 08/08/2022
FORM APPROVED

STATEMENTOF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
C
1L6015648 B. WING 06/21/2022

NAME OF PROVIDER OR SUPPLIER
CHARTER SNR LVG OF HAZEL CREST

STREET ADDRESS, CITY, STATE, ZIP CODE

3701 WEST 183RD STREET
HAZEL CREST, IL 60429

(X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5;
{EACH CORRECTIVE ACTION SHOUL D BE o

COMPLETE
DATE
DEFICIENCY)

§000

59999

Initial Comments
Complaint Investigation:

2294634/1L147960 - 330.710a)C)2)3)F),
330.780a)b)c)

Final Observations

Statement of Licensure Violations:

330.710a)
330.710c)3)C)F)

| 330.780a)

330.780b)
330.780c) :

Section 330.710 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated with the involvement of the
administrator. The written policies shall be
followed in operating the facility and shalf be
reviewed at least annually by the Administrator.
The policies shall comply with the Act and this
Part.

c) The written policies shall include, but are
not limited to, the following provisions:

3) A policy to identify, assess, and develop
strategies to control risk of injury to residents and
nurses and other health care workers associated
with the lifting, transferring, repositioning, or

{ movement of a resident. The policy shall

establish a process that, at a minimum, includes
all of the following:
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C) Evaluation of alternative ways to reduce
risks associated with resident handling, including
evaluation of equipment and the environment.

F) Development of strategies to control risk
of injury to residents and nurses and other health
care workers associated with the lifting,
transferring, repositioning, or movement ofa
resident. '

Section 330.780 Incidents and Accidents

a) The facility shall maintain a file of all
written reports of each incident and accident
affecting a resident that is not the expected
outcome of a resident's condition or disease
process. A descriptive summary of each incident
or accident affecting a resident shall also be
recorded in the progress notes or nurse's notes of
that resident,

b)  The facility shall notify the Department of |

any serious incident or accident. For purposes of
this Section, "serious" means any incident or
accident that causes physical harm or injuryto a
resident.

c) The facility shall, by fax or phone, notify
the Regional Office within 24 hours after each
reportable incident or accident. If a reportable
incident or accident results in the death of a
resident, the facility shall, after contacting local
law enforcement pursuant to Section 330.785,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only" means talk with a
Department representative who confirms over the
phone that the requirement to notify the Regional
Office by phone has been met. if the facility is
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